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Creeping eruption
Figure 1. Serpiginous, erythematous, slightly elevated rash on the radial side of the left hand.
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journa l homepage: www.e lsev ier .com/ locate / i j idA healthy 60-year-old retired headmaster, an avid gardener,
presentedwith a 2-week history of an itchy rash on the left hand. It
had started with a papular lesion and had progressed slowly over
the course of a week to form a snake-like rash. He denied being
pricked by thorns during gardening. He had two pet dogs at home
and lived in Sarawak, Malaysia, a tropical country. He had never
traveled elsewhere.
On examination, there was a serpiginous, erythematous, slightly
elevated rash on the dorsum of the left hand on the radial side
(Figure 1). Therewas no axillary lymphadenopathy or other associa-
ted rash noted on the body. Hewas diagnosed with cutaneous larva
migrans or creeping eruption and was immediately started on oral
albendazole 400 mg daily for 5 days. He also had cryotherapy of the
advancing end of the burrow. His skin lesion recovered fully after 2
weeks. He was advised to wear protective gloves when doing his
gardening and to take his pet dogs to a vet for deworming.
Cutaneous larva migrans is usually caused by animal hook-
worms.1,2 Intestinal hookworms in dogs and cats shed their eggs in
the feces, where they hatch and develop into third-stage larvae in
the soil and sand. They creep through the skin of their hosts, where
in dogs and cats, they penetrate the lymphatic and venous systems,
eventually transforming into adult intestinal hookworms.2 In
humans, their accidental dead-end hosts, this process does not
occur and they eventually die in a fewweeks tomonths. The larvae
migrate a few millimeters to a few centimeters daily. Risk factors
for the disease include infrequent use of protective footwear and
living in or traveling to the tropics.3 It was noted that 9.8% of the
4594 travelers presenting to the GeoSentinel clinics with skin
manifestations had cutaneous larva migrans.4 Malaysia, the
tropical country where this patient resides, was listed as one of
the top three nations traveled, along with Barbados and Jamaica.41201-9712/$36.00 – see front matter  2009 International Society for Infectious Disea
doi:10.1016/j.ijid.2009.07.006Risk occupations and activities include gardening, farming, and
walking barefoot on the beach. The diagnosis is made clinically. A
high index of suspicion is needed to make a correct diagnosis.
Differential diagnoses include tinea corporis, granuloma annulare,
erythema chronicum migrans, and phytoallergic contact derma-
titis. Oral ivermectin and albendazole are the drugs of choice in the
treatment of this self-limiting disease.2
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